
not losing auy case treated without operation ; but I
do not regard such cases as cured in the sense that
they would be after the removal of the appendix. To
show what risks such patients always incur, I have
only to make a brief quotation from my hospital
records :

Patient, a male, age twenty-nine. Entered the
hospital with temperature 99°, pulse 64, respiration
26, and a history of four attacks of abdominal pain,
the last of whicb became localized on the right side
and occurred one week before entrance. He was ad-
mitted on June 8th, and the operation was appoiuted
for the following Monday. In the meau time he was
allowed to be up and about the hospital ward and
yard. Two days after his admission he was seized
suddenly with a sharp abdominal pain about two hours
after supper. He was obliged to go to bed, and was
made comfortable with morphine and poultices. There
was no distention, but considerable resistance iu the
right iliac region. There was tenderness on deep
pressure, and induration at the point of tenderness.
No chill. He had a comfortable night. Temperature
aud pulse were normal iu the morning, and tbere was

slight distention. Tenderness well marked iu the right
iliac region. Upon making the usual incision at the
point of greatest teuderuess and resistance, no pus was

found, but a gangrenous appendix pointing into the
abdominal cavity aud attached to a wall of old adhe-
sions that had begun to break down. It was carefully
removed, and the peritoneal cavity walled off with
gauze. There was free hemorrhage from vessels in-
cluded in the adhesions, which were tied with difficulty,
owing to the soft and boggy condition of the tissues
surrounding them. He recovered well from his ether;
but shortly after hemorrhage was discovered, which
was promptly and efficiently controlled by my assis-
tant, Dr. Cobb. He rallied well, but died on the fol-
lowing day with a rapidly developing acute peritonitis.

In doubtful cases I believe there is less risk in a

carefully conducted exploration in the direction of the
appendix, enlarging the incision according to the neces-
sities found, than in waiting for a belligerent appendix
charged with death-dealing germs to explode, torpedo-
like, where it can do the greatest harm. To the sur-

geon accustomed to something more tangible as evi-
dence of the necessity for operation, personal experience
alone can guide him safely in delaying action. I have
never seen the operation done when the surgeon found
less necessity for it than he expected.' It is common
to find more than an outside inspection would indicate.
In the intervals between attacks it is possible to deter-
mine the position of the appendix, and from its hard-
ness infer the presence of a foreign body ; but I know
of no way of settling that question in an acute case
without exploration. I believe that if an inflamma-
tory process has once begun in an appendix in the
presence of a foreign body, it is likely to be main-
tained in a milder or stronger degree until the foreign
body is removed.

To those familiar with the varying conditions which
may cluster about an appendicitis as a centre, aud who
know the many combinations possible to inflammation,
abscess, gangrene and foreign bodies of the appendix
—

either alone or associated with more or less inflam-
mation of the surrounding tissues, peritonitis (local and
general, existiug from one to ten days with varying
vitality, as shown by pulse and temperature), diarrhea,
constipation, vomiting (with or without capacity for

food or stimulants)
—

the chances of meeting exactly
similar cases are so rare as to make absolute rules ap-
plicable to all cases futile and impracticable. The
combinations are only equalled by those of a Yale
safe-lock.

APPENDICITIS; REPORT OF THREE CASES.1
BY J. C. IRISH, M.D., LOWELL, MASS.

The extreme fatality of cases of fulmiuatiug appen-
dicitis, or, in other words, of diffuse septic perito-
nitis, starting from the appendix, even when operated
upon very early, was well shown in the three cases
which follow. In each of them the operation was
done in less thau forty-eight hours after the attack
of appendicitis had commenced, that is, after there
were auy symptoms indicating inflammation of the
appendix itself. A mild attack of diarrhea in each
instance preceded the general peritoneal infection.
They were all examples of diffuse purulent peritonitis.

Case I. A little girl, five years of age, was well
Friday ; Friday night and Saturday was apparently
suffering from slight gastro-intestiual irritation. No
serious difficulty in the abdominal cavity was recog-
nized until Suuday morning. I operated Sunday af-
ternoon. There was general peritonitis, a gangrenous
appendix and a large quantity of sero-purulent effu-
sion. The child died eight hours after the operation.

Case II. Mr. P., Brookline, age fifty-three. Slight
attack of diarrhea August 11th. August 12th, severe

pain iu right iliac region, frequent vomiting of bile,
distention of bowels and spasm of abdominal muscles.
In short, patient had all the symptoms of acute ob-
struction. The condition of the right iliac regiou was

greatly obscured by the distention. 1 operated Sun-
day morning, less than forty-eight hours after the
slightest evidence of appendicitis or any serious trouble  
in the abdomen commenced. In this case there was a

perforated necrosed appendix and a dirty turbulent
liquid in tbe abdominal cavity. Patient lived about
four hours after the operation.

Case III. Mr. T., age forty-two. He had re-
turned from Chicago suffering from a slight attack of
diarrhea. On October 30th he was seized with severe

pain, vomiting of bile, disteution of the bowels, rigid-
ity of abdominal muscles and abolition of intestinal
peristalsis. On the evening of that day, twelve hours
after the onset of these very serious symptoms, I
opened the abdominal cavity, which contained a turbu-
lent serum in small quantity. The intestinal folds
were extensively matted together. The patient was
in such a condition of collapse that 1 could not con-
tinue the operation to search for the appendix, but
had to content myself with simply washing aud drain-
age of the abdomen. The operation was followed by
a fatal result in a few hours.

In marked contrast with the above are those cases
of perforating appendicitis that have been walled off
from the general abdominal cavity. I have operated
in fourteen instances in this class within the past two
years ; twelve have recovered, two have died.

I have operated in two of these cases of recurrent
appendicitis in the intervals ; and they were as difficult
cases as I have ever had. The appendix in each in-
stance was buried in a mass of adhesions, and was

1 Remarks made at a discussion on Appendicitis before the Surgi-cal Section of the Suffolk District Medical Society, December 23,
1893.
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found only after a very long and patient search. In sev-
eral instances of recurrent appendicitis the operation
has been done in the midst of an acute attack. The
operation was uot more difficult, and the patients went
on perfectly well to recovery. I can see no reason

why the operation is more dangerous during an attack
than in the interval, and it is certainly no more diffi-
cult. I do not see, therefore, why very much is gained
by the selection of one time rather than the other.
The patients themselves certainly more readily submit
to an operation during the attack than in the interval.
I believe there can be no question that a majority of
the cases of undoubted attacks recover without opera-
tion, and are not followed by recurrence. Therefore
the question whether the operation should be done or
not in many instances is a difficult one to answer.
Those cases that recover aud do not become recurrent
are undoubtedly examples of simple inflammation of
the appendix without perforation. In any given in-
stance, at the commencement of the affection, there is
no way by which one can determine whether or not

perforation will take place. The two types of the
disease in the beginuing resemble each other very
closely. We have at first the same spasmodic pain fol-
lowed immediately by rise of temperature, acceleration
of pulse, local point of tenderness aud marked plastic
effusion in the right iliac region. Now, whenever we

can definitely trace the tumor, we kuow that the peri-
toneum is walling off the infected region from the rest
of the abdominal cavity, whether perforation at that
time has taken place or not. These are not very dan-
gerous cases for a little delay ; and I believe that when
the initiatory pain has been controlled during the first
twenty-four hours with opiates, when we cannot avoid
their use, a laxative should then be administered and
the bowels evacuated as speedily as possible. In this
way the distention will be much relieved, and our

diagnosis as to the local condition can be much more

precisely made. If the case is a non-perforating one,
the patient from this time will begin to recover, tem-
perature will diminish, the pain and distention will
gradually decrease, and the effusion in the right iliac
region will become less distinct.

In regard to the use of laxatives, I always prefer
the mercurial to the saline. I am quite sure tbat in
auy event it can do no harm. The bowels are more

promptly relieved of their distention by the calomel ;
oftentimes, too, it relieves the pain more completely
than morphine. When once the bowels have been
thoroughly evacuated, if the patient does not begin to
improve, I always infer that I am dealing with a per-
forating case, and that the earliest possible operation
is imperative.

APPENDICITIS.1
BY J. G. MUMFORD, M.D., BOSTON.

My experience with appendicitis has been such as
to lead me to feel that there are two distinct classes of
the disease : those that are curable by our present
methods and those that are not. The first class is
capable of many subdivisions.

During the past three years I have had to do with
the treatment of 145 cases from both classes together.
Eight of these were cases of my own. The remaining
137 I saw with Dr. Richardson.

1 Remarks made at a discussion on appendicitis before the Surgical
Section of the Suffolk District Medical Society, December 23, 1893.

Forty of these cases were not operated upon, and
recovered. I do not here include such cases as were

practically moribund when first seen.
Of the 105 cases which were operated upon 29

died. All but two of these come into my second class
—

those incapable of cure. They were cases with
fully established or beginning septic peritonitis, with-
out adhesions, or with adhesions so slight as to be no
barrier against tbe advance of septic infection. They
were given every chance which modern technique
affords, and yet the mortality was nearly 100 per cent.
Some of these cases were seen as early as the second
day, some as late as the tenth, when the surgeon was
summoued only after a spreading fatal peritonitis had
beeu set up by the rupture of an abscess.

In connection with these cases I wish to protest
against the allegation of those who charge Boston sur-

geons with timidity in operating. In a large acquaint-
ance with hospital cases, and in my association with
Dr. Richardson, I have seen, during the past three
years at least, no hesitation about operating for ap-
pendicitis except under certain special conditions.
There is none of that standing by with poultices, wait-
ing for the "abscess to ripen." Unfortunately there
are cases, however, where no amount of zeal for opera-
tion can save life. These are the cases in which sud-
deu pain indicating perforation of the appendix, with
subsequent fulminating peritonitis, first calls attention
to disease. The patient has previously noticed little
or no trouble. Such cases can seldom be saved.

There are cases in which slight attacks of pain and
tenderness pass unheeded by the patient, until the time
comes when the first call of the physician is too late.
Then there are cases, I am sorry to say

—

and they
are now rare cases with us — in which the physician
himself waits too long before summoning the surgeon.

What some of our enthusiastic neighbors, who save
all their cases, would do under these conditions, I
confess I am at a loss to understand.

As surgeons, we are called in to render what aid we
can under existing conditions. The conditions may
be good, or they may be desperate. In tbe latter case,
are we justified in folding our hands and saying that
we are too late, that the time for operating has passed?
I think not. It is precisely in these cases that the
surgeon must shoulder the responsibility, and even at
the almost certain risk of damaging his fair statistics,
must operate if there seems the most distant chance of
saving life.

A word as to the operation of removing the appen-
dix. It has been said to be easy. It very often is
not. The little organ may be so distorted, tied down,
enfolded, dislocated, deformed, atrophied and buried
that its excision becomes one of the most difficult opera-
tions in surgery. This statement I have seen proved
again and again. It is often true even when the dis-
ease is quiescent; and, for my own part, if I should
ever come to have my appendix excised, I should pre-
fer to trust myself in the hands of a man who fully
realizes, and is prepared to meet, these difficulties.

Measles for Leprosy. — A writer in the South
African Medical Journal, expresses the belief that
leprosy will be cured, not by internal remedies or by
external application, but by the introduction into the
system of some bacillus inimical to the growth of the
leprosy bacillus. This bacillus, he thinks, is to be
found in measles.
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